STOVE-IN chest is a relatively uncommon injury. There have been only three admissions to the Sunderland Group of hospitals during the period I956-60 and this despite the fact that we serve a population of 390,ooo, in an area where there is a considerable amount of heavy industry, including shipbuilding and coalmining. Traffic passing through the town in the summer months to the seaside and coastal towns is quite heavy. In addition, a fourth case was treated in a hospital outside the town.
Stove-in chest may be an isolated injury or one of several sustained by a patient. In itself it is a serious injury and if inadequately treated can prove fatal. Outside special centres a surgeon seldom sees enough cases to learn how to treat these patients satisfactorily. The treatment given to our four patients, all of whom have survived, has not been ideal but it has depended on the circumstances under which we work, e.g. insufficient staff for instituting controlled respiration using a mechanical respirator, etc. His endotracheal tube was removed on 3.6.59. Chest X-ray (Fig. 4) fitted with an abduction splint to continue the rehabilitation of his left arm as an out-patient. All his paralysed muscles recovered and he returned to work on 14.11.59. The only deformity which was present was due to an unreduced dislocation of his right sternoclavicular joint. Comments (I) His poor general condition on admission as a result of paradoxical respiration.
(2) Marked improvement occurred after control of the paradox by administration of an anaesthetic and passage of an endotracheal tube.
(3) It was remarkable that a large paradox was so much under control within two days that it was possible to remove the endotracheal tube and a tracheotomy was unnecessary.
Case 4
A civilian, aged 3I, attached to the United States Air Force was admitted to a peripheral hospital at 6 p.m. on 4.9.59 after being involved in a road accident.
He was pale and shocked, his pulse rapid and feeble and his blood pressure 70/50 mm. Hg. He was suffering from gross paradoxical respiration due to fractures of his right 2nd, 3rd, 4th, 5th and 6th ribs laterally and separation of his right 2nd, 3rd and 4th chondro-sternal junctions. The flail segment of chest wall 6 in. in diameter was depressed and there was surgical emphysema over the front of the upper part of his chest. He was covered in abrasions, bleeding from his nose and coughing up fresh blood. He vomited three times, the vomitus consisting of altered blood. Chest X-ray (Fig. 5) showed, in addition to the fractured ribs (of which the 3rd was comminuted), collapse of his right lung, a right haemopneumothorax, a small left pneumothorax and a broad mediastinum.
A transfusion of one pint of plasma (which was subsequently followed by nine pints of blood) was started and the depression in his chest wall was covered by a pad and bandage. (5) In two out of three cases, where the ribs were wired, a tracheotomy was not necessary.
(6) The cosmetic results in the wired patients were good. In one the chest wall returned to normal while in two cases there was slight residual depression.
